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Reimbursement Clinic 07/93 d.Hospital-Based Non -
I. County-OperatedOutpatient Facility Reimbursement 

09197 For those encounter rate hospitals described in aas Illinois county-operated outpatient facilities 
county with a population exceeding 3 million do not qualify as either a Maternal and Child 
Health Program managed care clinic, or as a CriticalClinic Provider, as describedin subsection e. 
below, reimbursement for all services providedby county-operated outpatient facilities shall be 
reimbursed on an all-inclusiveper encounter rate basis as follows: 

A. Base Rate 

The per encounter base rate be calculated as follows: 

1. 	 allowable direct costsshall be divided by the number of directencountersto 
determine an allowable costper encounter deliveredby direct staff. 

07/95 2. 	 Theresultingquotient,ascalculated in 1. aboveshall be multiplied by the 
Medicare allowable overheadrate factor to calculate the overhead costper 
encounter. 

3. 	 Theresultingproductascalculated in 2. aboveshallbeaddedtotheresulting 
quotient, as calculated in 1. above to determine the per encounter base rate. 

07195 6. Supplemental Rate 

1. 	 Thesupplementalservicecostshall be dividedbythetotalnumber of direct 
staff encounters to determine the direct supplemental service cost per 
encounter. 

07195 2. 	 Thedirectsupplementalservicecost,ascalculated in 1. above,shall be 
multiplied by the Medicare allowable overheadrate factor to calculate the 
supplemental overhead cost per encounter. 

7-/-Yg'
TN # 98-14 APPROVAL DATE Q9-21rsfDATE oct 2 6 EFFECTIVE 

SUPERSEDES 
TN ## 97-15 



resulting  

Attachment 4.19-8 
Page +o2 

State 

METHODS AND STANDARDS FOR ESTABLISHING PAYMENTRATES - OTHER TYPE OF CARE- BASIS FOR -
REIMBURSEMENT ­-
07195 3. The encounter - 'product, as described in 2. shall be theper 

supplemental rate. 

C. Final Rate 

07/95 1. The perencounterbase rate, asdescribed in d.i..A.shall be added to theper 
encounter supplementalrate as calculatedin d.i.8. to determine the per 
encounter final rate. 

07195 2.The perencounterfinal rate shallbeadjusted in accordancewith D.below. 

D. Rate Adjustments 

07195 Adjustments to the per encounterfinal rate as derived in C. above shallbe calculated as 
follows: 

07/98 1. EffectiveOctober 1,1992,the finalreimbursementratesdescribed in C. above 
shall be no less than the reimbursement ratesin effect on June 1, 1992, except 
that this minimum shallbe adjusted asof July 1, 1992, and on the first dayof 
July of each year thereafter, by the annual percentage changein the per diem 
cost of inpatient hospital services as reported on thetwo most recent annual 
Medicaid cost reports. Effective july 1, 1998. the final rate shallbe no less 
than $147.09 per encounter. 

2. 	 Theperdiem cost ofinpatienthospitalservicesshall be calculated by dividing 
the total allowable Medicaid costs by the total allowable Medicaid days. 
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11. 	 County-operatedoutpatientfacilitiesshallberequired to submitoutpatientcostreports to the -
Department within90 days of the close of the facility’sfiscal year. No year-end reconciliation for 
outpatient and clinic services is made to the reimbursement calculated under this section. 

iii. Services are available to all clients in geographic areas in whichanencounterratehospital or a 
county-operated outpatient facilityis located. 

09/97Critical Providerse. Clinic 

I. 	 Effectiveforservicesprovidedon or afterSeptember27, 1997, clinicsowned and operatedbya 
county with apopulationof over three million,that are within or adjacentto a hospital, shall qualify 
as a Critical Clinic Provider if the facility meets the efficiency standards established by the 
Department. The Department‘s efficiency standardsunder this subsection.e. requires that the 
quotient of total encounters per facility fiscal year by total fullfor the Critical Clinic Provider divided 
time equivalent physicians providing servicesat the Critical Clinic Provider shallbe greater than: 

A. 	 2700 for reimbursementprovided during thefacility’s cost reporting year endingduring 
1998, 

B. 	 2900forreimbursementprovided during the facility’scostreporting year endingduring 
1999, 

C. 	 3100 for reimbursementprovidedduringthefacility’scostreportingyearending during 
2000, 

D. 	 3600 for reimbursementprovided during the facility’s costreporting year endingduring 
2001. 

E. 	 4200 forreimbursementprovided during thefacility’scostreporting year endingduring 
2002, 

11. 	 Reimbursementforallservicesprovided by a Critical ClinicProvidershallbeon an all-inclusive 
per encounter rate which shall equal reporteddirect costs of the Critical Clinic Provider for the 
facility’s costreporting period endingin 1995, dividedby the number of Medicaid services provided 
during thatcost reporting periodas adjudicatedby the Department through July31, 1997. 
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Clinic as subsection outpatient09197 iii. 	 Critical Providers,described in this .e., shall be required to submit 

cost reports to the Department within90 days after the closeof the facility’s fiscal year.No 
yearend reconciliation is made to the reimbursement calculated under this subsection.e.. 

iv. 	 The reimbursement rates described in thissubsection.e.shall be no lessthanthereimbursement 
rates in effect on June 1, 1992, except that this minimum shall of Julybe adjusted on the first day 
of each year by the annual percentage change asin the per diem cost of inpatient hospital services 
reported onthe two most recent annual Medicaid cost reports. Theper diem cost of inpatient 
hospital services shallbe calculated by dividing thetotal allowable Medicaid costs by thetotal 
allowable Medicaiddays. 
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07198 .__e!. 	 SpecialReimbursementRequirementsforServicesProvided in HospitalEmergencyRoomandClinic - ’ 

Settings. 

I. 	 Whenemergency room servicesareprovidedtoclients,thehospital is requiredtocodeany 
fee-for-service claims with the emergency room placeof service. 

07198 -fg. Encounterrateclinicreimbursement 

07/98 i. 

costsFor encounterrate clinics providingcomprehensive healthcare for women and infants or 
encounter rate clinics operatedby a county with a Populationof over three million, payment shall 
be madeat the lesserof: 

A.07198 - $50.00 per encounter; or 


07198 -8. Theclinicchargetothe general public. 


07/98 ii. Forallotherencounter rate clinics,paymentshall be madeatthe lesser of: 


07198 A- Theclinic’sapproved all inclusive interim Perencounter rate as of May I ,  1981; or 

07198 -B. $50.00 Der encounter;or 

07/98 -C.Theclinic charge to the general public. 

07/98 gh Psychiatric reimbursementclinic 

Reimbursement shall be made under if the clinic meets thethe federally qualified health center methodology 
criteria as an FQHC. Otherwise the clinic shallbe reimbursed asan encounter rate clinic. 

07198 hi. TransitionalPaymentsforFQHCsandCertainEncounter Rate Clinics 

I .  	 Certainclinics will be eligible to receivemonthlytransitionalpaymentsformanagingthehealthcare 
needs of certain clients under their care beginning December 1996. Certain clinics will be 
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07198 eligible to receive transitional payments for the monthof December 1996, and monthly thereafter' 

under the conditions describedin this subsection. To receive monthly transitional payments,clinics 
must: 

A. either:be 

1. a Federally Qualified Health Center, as definedin Attachment 4.19-B.2.a.or 

2.anEncounter Rate Clinic,asdefined in Attachment3.l-A.2..b., that has 
provided comprehensive health servicesto Medicaid clientsprior to December 
1996: 

B. haveasignedtransitionalpaymentcontractwiththeDepartment;and 

C. 	 haveacontractwithaHealthMaintenanceOrganization(HMO) or PrepaidHealthPlan 
(PHP) that has a contract to provide comprehensive health services, or, upon the 
implementationof MediPlan Plus,have a contract with a Managed Care Entity(MCE). 
The fee-for-service equivalent of the sumof such contract,and any transitional payment 
described in this Attachment, maynot exceed the limits describedin Attachment 
4.19-B.l.g.l.or Attachment 4.19-B.2.a.k. 

ii. 	 Transitional payments to a clinic will consist ofa per member per month payment for any Illinois 
Medicaid client enrolled with of MediPlan Plus,anan HMO or PHP or, upon the implementation 
MCE, for whom theclinic was their assigned care provider on last day of the month. 

iii. 	 Forthefirstsixmonthscoveredunderatransitionalpaymentcontract,theDepartmentwillmake 
transitional payments forany number of Medicaid clients enrolled withan HMO, PHP or MCCN 
and assignedto the qualifying clinicas their primary caresite. Thereafter, qualified clinics will 
receive transitional payments for a given month onlyif the total number of Medicaid clients enrolled 
with an HMO,PHP or MCCN and assigned to the qualifying clinic, meets or exceeds the following 
threshold levels established in the qualifyingclinic's transitional payment contract for that month: 
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B. 

C. 

D. 

Forthesevenththroughtwelfthmonth,suchthresholdshallequaltwenty percent(20%jof the 
qualifying clinic's Medicaidpatient base; 

For the thirteenththrougheighteenthmonth,suchthresholdshallequalthirtypercent (30%) 
of the qualifying clinic's Medicaidpatient base; 

Forthenineteenththroughtwenty-fourthmonth,suchthresholdshallequalfortypercent 
(40%) of the qualifying clinic'sMedicaidpatient base; 

Forthe twenty-fifthmonththrough the term of thecontract,suchthresholdshall equal fifty 
percent (50%) of the qualifying clinic's Medicaidpatient base. 

iv. The Medicaid patient base shall be a number mutually agreed to by the Department and the qualifying 
clinic and established in the transitional payment contract that equals the numberof Medicaid clients 
registered as patients of the qualifying clinicas of November 1996. 
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V.equal: shall payments Transition L 

A. 	 eight dollars ($8) per member per month for the first twelve (12) month period of the clinic's 
effective date of a contract with the Department; 

0. 	 six dollars ($6) per memberpermonthforthesecondtwelve(12)monthperiod of theclinic's 
effective dateof a contract with the Department; 

C. 	 two dollars ($2) per member per month for the third twelve (12) month period of the clinic's 
effective dateof a contract with the Department. 

VI. 	 No clinicqualifyingunderthissubsectionshall receive transitionalpaymentsbeyondtheearlier of: 

A. threeyearsfromtheeffectivedate of a clinic'ssignedcontract, or 

B. June 30,2000. 

ij. Pediatric AdjustmentOutpatient Payments 

07198 	 PediatricOutpatientAdjustmentPaymentsshall be made to all eligiblehospitalsexcludingcounty-owned 
hospitals and hospitals organized under the Universityof Illinois HospitalAct, as describedin Section c.8. of 
Chapter II,for outpatient services occurring on or after 1,1998 4997, in accordance with this Section. 

i .  	 To qualifyforpaymentsunderthisSection,ahospitalmust: 

A. be achildren'shospital,asdefined in 89 111. Adm.CodeSectionc.3.ofChapter I1and, 

6. 	 haveaPediatricMedicaidOutpatientPercentagegreaterthan 80% duringthePediatric 
Outpatient Adjustment Base Period. 
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II. 	 HospitalsqualifyingunderthisSectionshallreceivethefollowingamountsforthe pediatric 
Outpatient Adjustment Rate Year: 

A. 	 For hospitalswithaMedicaidInpatient Utilization Rate (MIUR)thatislessthan 
75% during the Pediatric Outpatient Adjustment Base Period, the product of; 

1. thehospital'sMlURplusone, multipliedby, 

2. thenumber of PediatricAdjustableOutpatientServices,multipliedby 

07198 3. $185 7 9 .  

B. 	 For hospitalswithan MlUR that is greaterthan 75% during the PediatricOutpatient 
Adjustment Base Period,the product of; 

07198 1. the hospital's MlUR plus and multiplied by,one 

2. thenumber of PediatricAdjustableOutpatientServices,multipliedby 

07198 	 3. $1857 9 .  

to reimbursement rates described in subsection ii.above, that an07198 iii 	 In additionthe hospitals haveMlUR 
that is greater than 80% duringthe Pediatric Outpatient Adjustment BasePeriod shall receive and 
additional$250,00oSee;eeeduring the Pediatric Outpatient AdjustmentRate Year. 

iv.AdjustmentsunderthisSectionshall be paid onaquarterlybasis. 

V. Definitions 

A. 	 "MedicaidInpatientUtilizationRate(MIUR)," as used in thisSection,hasthemeaning as 
defined in 
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C.8.c., Chapter VI, or4.19-A. ­
0. 	 ‘PediatricAdjustableOutpatientServices“meansthenumberofoutpatientservices, 

excluding procedure code 0080, adjudicated through a UB92billing form and grouped 
through theHospitalAmbulatory Care Groupings,as defined in Section 148.140.b..1., during 
the Pediatric Outpatient Adjustment Base Period. For ahospital,which includes a facility 
devoted exclusively to caring for children, thatis separately licensed as a hospital by a 
municipality, Pediatric Adjustment Outpatient Services will include psychiatric services 
(categories of service 27or 28) for children less than18 years of age, that are billed through 
the affiliated general care hospital. 

C. 	 “PediatricMedicaidOutpatientPercentage”meansapercentagethatresultsfromthe 
quotient of the total Pediatric Adjustable Outpatient Services for persons less 18 years 
of age divided by the total Pediatric Adjustable Outpatient Services for all persons, duringthe 
Pediatric Outpatient Adjustment Base Year. 

D. 	 “PediatricOutpatientAdjustmentBasePeriod“meansallservicesbilledtotheDepartment, 
excluding procedure code0080, with FiscalYear 1996 datesof services that were 
adjudicatedby the Departmenton or before March 31, 1997. 

E.‘PediatricOutpatientAdjustment Rate Year“meansState Fiscal Year1998andeachState 
Fiscal Year hereafter. 

07/98 jh. AppealsPediatric Adjustmentfor Outpatient Payments. 

The Department shall make Pediatric Outpatient Adjustment paymentsin accordance withsection 
S$g24FSection I.i.above. Hospitals shallbe notified in writing of the resultsof the determination and 
calculation, and shall have the rightto appeal the calculation or their ineligibility for 
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